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Robot-assisted laparoscopic repair of renal artery
aneurysmsThe authors review their experience with in-situ repair
of renal artery aneurysms using robot-assisted laparoscopic
surgery in five female patients. Outcomes were excellent as
a valid alternative to classic open reconstruction.
Open surgical treatment of aneurysmal disease is de-
fined in the CPT manual as “direct repair of aneurysms or
excision (partial or total) and graft insertion for aneurysm,
pseudoaneurysm, ruptured aneurysm, and occlusive dis-
ease.” This implies that aneurysmorrhaphy with or without
patch closure or reconstruction using autogenous or pros-
thetic conduit is bundled into the base description. How-
ever, separate CPT codes exist for repair in the ruptured
setting compared to an elective intervention. There is no
additional reimbursement when renal artery perfusion or
cooling is employed by the surgeon. The route of exposure
(transabdominal or retroperitoneal) also does not matter
but the descriptions, as written, necessitate open therapy.
All codes have an associated 90-day global period.
Repair of hepatic, celiac, renal, or mesenteric artery
aneurysms are all reported by CPT code 35121 electively
and 35122 in the setting of rupture. If, as in this manu-
script, saphenous vein is harvested and a Y-graft configura-
tion is created, no additional reimbursement is realized.
The situation where a distal renal artery aneurysm resides in
the hilum and necessitates ligation of a branch, multiple
bypasses to pole vessels, or temporary explant also does not
change the coding scheme. The 50 modifier should be
appended to denote bilateral repair, when performed. Al-
ternatively, simultaneous treatment of a celiac or mesen-
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1062teric artery aneurysm at the time of renal reconstruction
would necessitate reporting the CPT code twice. The sec-
ond submission would require addition of the 59 modi-
fier to certify that the additional therapy was not duplicate
but actually separate and distinct. Other aneurysms with
separate code descriptions that undergo repair in the same
setting would follow standard reporting guidelines. None-
theless, repair of a thoracoabdominal or visceral segment
aortic aneurysm that happens to involve the origin of renal
artery(s) does not allow for separate submission of CPT
codes 35121 and/or 35122.
Anatomic bypasses for occlusive disease include aorto-
renal with vein (CPT code 35560) and aorto-renal with
“other than vein” (CPT code 35631) while endarterec-
tomy of a visceral vessel is described by CPT code 35341.
These reconstructions are not appropriate to use when
billing for open surgical treatment of aneurysmal disease in
the renal vascular tree as defined in the introductory lan-
guage for the aneurysm section of the CPT manual as well
as the actual code descriptions themselves.
Unfortunately from a coding perspective, the surgical
procedures contained in this series are all laparoscopic and
therefore have no current reporting option other than CPT
code 37799, the unlisted vascular procedure alternative. As
volume increases for this and other less-invasive vascular
procedures, separate Category I CPT code applications
may be submitted to the American Medical Association for
consideration.
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